Introduction
Torsion of the omentum is a condition in which the organ twists on its long axis to such an extent that its vascularity is compromised [1, 2] . Omental torsion can be primary (idiopathic) or secondary, depending on an underlying cause. Primary omental torsion was first described by Eitel in 1899 [3] . However, very few cases have been reported in adults [4] . It is rarely diagnosed preoperatively and can lead to clinical deterioration of the patient if missed [5, 6] . Among a variety of conditions causing acute abdomen such as acute appendicitis, diverticulitis, ovarian cysts, acute cholecystitis and perforated peptic ulcers, acute omental torsion is least suspected [7] .
Case report
A 47 years old male presented to our emergency room with a history of right lower abdominal pain since the last 12 days. The pain suddenly increased in severity and involved the lower abdomen for the 2 days prior to admission. The pain was constant and involved the lower abdomen. There was a history of fever with a maximum recorded temperature of 100 • F, but no nausea or vomiting. There was no significant medical or surgical history in the past. Abdominal examination revealed tenderness with rigidity in the lower abdomen. Biochemical analysis revealed leukocytosis of 16700/mm 3 . All other laboratory parameters were within normal limits. With a diagnosis of appendicular perforation peritonitis the patient was taken to the operating room. A midline laparotomy was performed and intraoperatively, 400 ml of pus was suctioned from the peritoneal cavity with 4 × 5 cm s of gangrenous omentum which was adhered to the anterior abdominal wall in the right lower abdomen with torsion along its axis. The appendix was normal. Gangrenous omentum was removed and extensive peritoneal lavage was performed. Appendectomy was not performed (Figs. 1 and 2). The omentum was sent for histopathology. The patient had an uneventful postoperative course and was started on oral diet from the first post operative day. The patient was discharged on the third postoperative day. 
Discussion.
Omental torsion is a rare condition and difficult to diagnose preoperatively. It can mimic various other causes of acute abdomen. Omental torsion has an incidence of 0.0016-0.37% when compared with appendicitis (ratio of less than 4 cases per 1000 cases of appendicitis) [8] [9] [10] . The condition is predominantly seen in males who are middle aged, between the 3rd-5th decade of life [11, 12] .
Omental torsion may be primary or secondary. In primary torsion, a mobile segment of omentum rotates around a proximal fixed point in the absence of any associated intra-abdominal pathology. Predisposing factors include, anatomical variations of the omentum itself, e.g., accessory omentum, bifid omentum, irregular accumulations of omental fat (in patients who are obese), narrowed omentum pedicle, and any redundancy of omental veins leading to kinking and twisting around the shorter and tenser arteries. Secondary torsion is more common and is associated with abdominal pathology like inguinal hernia (most common), tumors, cysts, internal or external herniation, foci of intra-abdominal inflammation and postsurgical wound or scarring [13, 14] .
Omental torsion usually occurs in a clockwise direction where venous return is compromised and the distal omentum becomes congested and oedematous. Haemorragic extravasation leads to accumulation of serosanguinous fluid in the peritoneal cavity, then acute haemorragic infarction and finally omental necrosis due to arterial occlusion [13] . The right side of the omentum is longer, heavier and more mobile than the left side; this may be the reason for right-sided predominance of omental torsion. Left-sided torsion is extremely rare [15] .
Clinically patients present with right lower abdomen pain, low grade fever with leukocytosis mimicking other common conditions such as acute appendicitis, diverticulitis, ovarian cysts, acute cholecystitis and perforated peptic ulcers [7] . This makes a preoperative diagnosis of primary omental torsion a challenge. Clinical examina-tion reveals tenderness in the right lower abdomen which may be associated with a palpable mass or signs of peritonitis. The disease process is usually of a longer duration and the patient is relatively less unwell [16] .
Ultrasonography shows focal area of increased echogenicity [17] . CT of the abdomen and pelvis shows whirling mass of fatty and fibrous tissue around a vascular pedicle, spiral fat pattern, a fatty mass with a whirling pattern, a circumscribed fatty mass with hyper-attenuated streaks and a concentric distribution of fibrous folds [17] .
Management options available in the medical literature include an emergency laparotomy and also use of laparoscopy as an option for the benefits of minimally invasive surgery [18, 19] . Conservative management has been successfully attempted in many reported cases especially in patients with no complications [9, [20] [21] [22] [23] [24] .
Conclusion
Primary omental torsion is a rare diagnosis. As it mimics several common causes of a surgical acute abdomen, a high index of clinical suspicion is required for a preoperative diagnosis. In doubtful cases a CT scan may be helpful. Surgical excision of the omentum remains the treatment of choice; however, conservative management may be attempted in an uncomplicated omental torsion.
